The current study examined the learning needs of hospitalized patients with chronic heart failure (CHF) by identifying their current CHF self-care behaviors and knowledge levels, while identifying relationships between clinical variables, and their learning needs. A descriptive, cross-sectional design was utilized to examine a convenience sample of 42 hospitalized patients with CHF. Self-care behaviors and knowledge levels were measured using the Self Care of Heart Failure Index V. 6.2, and the Japanese Heart Failure Knowledge Scale. Descriptive statistics were used to describe the learning needs and sociodemographic data and Pearson product moment correlation examined relationships between the learning needs and clinical variables. The mean scores of self-care were 38.6% (maintenance), 41.6% (management) and 17.8% (confidence). The participant's mean knowledge level score was 74.9%. Multiple CHF hospital readmissions had a significant negative correlation with CHF knowledge scores (r = −0.358, p < 0.05), suggesting the lower the knowledge score, the higher the prevalence of CHF readmissions. There were significant positive correlations between self-care maintenance (r = 0.525, p < 0.05), management (r = 0.435, p < 0.05), confidence (r = 0.366, p < 0.05), knowledge level (r = 0.752, p < 0.05) and not living alone. Thus, indicating that living with family support is correlated with better self-care and greater knowledge. The presence of multiple comorbidities revealed significant positive correlations (p < 0.05) with self-care scores (maintenance [r = 0.391], management [r = 0.438], and confidence r = 0.504), indicating a higher number of comorbidities, yielded lower self-care behaviors. Findings revealed poor self-care behaviors in all three areas (maintenance, management, confidence). These findings suggested that patients had difficulty implementing knowledge into self-care. By identifying knowledge deficits and contributing factors to suboptimal self-care, the chronic care model can be used as a guideline for ideal CHF education and management. Improving self-care behaviors can be obtained by initiating an active engagement between health care teams and the patient.
Introduction
Heart Failure with reduced Ejection Fraction (HFrEF) or chronic heart failure (CHF) results from a structural or functional impairment of ventricular filling or ejection of blood. Clinical complications of CHF include, but are not limited to dyspnea, fatigue or fluid retention (edema) and can result from disorders of the pericardium, myocardium, endocardium, heart valves, or great vessels with most patients suffering from impaired left ventricular (LV) myocardial function [1] . Chronic heart failure is a serious health concern that affects 5.7 million adults in the United States while also producing multiple implications to the healthcare system [2] . An estimated $30.7 billion dollars is spent each year towards the treatment of CHF, including total cost of health care services, medications, and missed days of work [3] . Compounding the economic burden of CHF, research has revealed the substantial problem of hospital readmissions with an approximated 25% of CHF patients re-hospitalized within 30 days of discharge [4] [5] [6] . In addition, an average of 50% of those diagnosed with CHF die within 5 years of diagnosis [5] .
Heart failure and the impact on society
Heart failure is a progressive syndrome characterized by increased mortality, frequent hospitalizations, and a multifaceted therapeutic regimen [7] . The lifetime risk of developing CHF in Americans over the age of 40 is 20%. The incidence of CHF increases with age, rising from an estimated 20 per 1,000 individuals aged 65 to 69, to greater than 80 per 1,000 individuals among those over the age of 85. Additionally, the black population has the highest risk of CHF, while also having a greater five-year mortality rate, compared to Whites [8] . Chronic heart failure is cited in one in nine deaths in the United States with rates of cardiovascular-related deaths greatest in those previously hospitalized for CHF [2] .
Chronic heart failure is a burdensome disease process, projected to increase by 8 million by the year 2030 [10] . Additionally, CHF is expected to cause an increase in hospital readmissions over the next 10 years, and the disease itself is due to several factors. One of those factors involves the large number of prescribed medications which requires multifaceted daily dosing schedules. Furthermore, adult patients with CHF are likely suffering from multiple comorbidities such as coronary artery disease (CAD), diabetes, or hyperlipidemia [8] . Research indicates that management of CHF goes beyond medical management and requires several lifestyle adjustments and nonpharmacological interventions in order to prevent disease progression or exacerbation. Such interventions include diet modification, exercise training, consistent monitoring of weight, close examination of signs and symptoms, and prompt reporting of these signs and symptoms [5] . These practices illustrate the concept of self-care, which is defined as behaviors to promote health and well-being while managing illness [9] . The promotion of self-care, specialized outpatient education, and proper follow-up among CHF will be an integral aspect for a person's ability to manage his or her own disease, symptoms, and treatment to improve their overall quality of life [10, 11] .
However, patient nonadherence to suggested self-care activities is common and self-care is fundamental to the maintenance of improved physiologic solidity among clients with CHF [22] . Better adherence to self-care management of CHF is associated with improved health status which highlights the need for further clinical research regarding self-care to optimize CHF outcomes [8] .
Chronic Heart failure education
Education for CHF patients is an intricate and multifaceted process with no gold-standard approach identified to date [23] . Traditional CHF education supplied as part of hospital-based discharge teaching aims to take advantage of a "teachable moment" after an event, however improvement in self-care using this approach is often lost after hospitalization [24] . Even though considerable resources for education are accessible and related to CHF, the bulk of patients do not retain or execute this knowledge into the management of their disease [25] . Patient education is often inadequate due to time constraints and patient fatigue during hospitalization. Given the breadth of education required, it is vital to prioritize the delivery of education that includes the perceived learning needs of patients [26] . Well-written educational materials or workbooks allow patients to learn at their own pace and can be used as an ongoing reference [23] . Multimedia educational interventions have also shown promise in reducing unplanned CHF readmissions when used in combination with a written manual [27] . Ultimately, the use of multimedia and community-based interventions have far-reaching implications for helping CHF patients improve their self-care [24, 27] .
Management of heart failure
The importance of post-discharge follow-up care following a hospital admission related to CHF is crucial in ensuring that vulnerable populations receive proper care [28] . Strategies that focus on CHF management and improvement in CHF readmission rates include inpatient approaches, such as, clinical pathways or specialized models, namely disease management programs (DMP). Clinical pathways, nurse navigator teams and disease management programs are different strategies to reduce CHF readmissions, however providing patients with CHF education seemed to be a common element in the strategies. In fact, literature indicated that nurse educator delivered teaching at the time of hospital discharge may result in enhanced clinical outcomes, improved self-care, and reduced cost of care in addition to a decreased risk of hospital readmission or death. Additionally, the assimilation of a pharmacist in discharge support has also proved to be advantageous in reducing 30-day mortality and CHF-related readmissions [28, 29] . Similar results reported a significant increase in education and follow up among CHF patients, which yielded a 30 day all cause readmission rate that was 8% lower compared to patients not involved in a CHF program [30] .
Disease management programs are outpatient-focused approaches to minimize hospital readmissions by providing a multidisciplinary approach to care for CHF patients [12] . Examples of DMP's include outpatient clinic interventions, home care (home health), structured telephone support, and tele monitoring. The use of CHF clinics demonstrated significant reductions in readmissions [31] . Multidisciplinary CHF clinics focused on post-hospitalization follow up were associated with a substantial reduction in both 30 and 90-day CHF readmissions [32, 33] . Results from a nurse-led heart failure clinic reported CHF patients who attended the clinic over a six-month period had lower mortality rates and a significant reduction in their systolic and diastolic blood pressure compared to those who did not visit the clinic [34] . Similar results were indicated in a DMP which utilized an explanatory workbook and recurrent telephone contact over one year, wherein the readmission rate was lower for CHF patients compared to usual care at 16 months (26.3% vs. 31%) [35] .
Patient-level barriers
Regardless of the benefits of self-care, CHF patients, particularly among the elderly, face various difficulties and barriers in performing optimum self-care behaviors. These difficulties and barriers for performing self-care consist of misconceptions, lack of knowledge, age, race, ethnicity, socioeconomic status, and the limited amount of time for health care providers to deliver health education [36] . These factors were associated with increased readmission rates and poor outcomes in patient education and teaching [37] [38] [39] . Patient perceptions of instructions often differ which causes an inability of patients to fully understand the instructions provided by his or her doctor [40] . Regarding age, the presence of other comorbidities and older adults (age 73 or older) have shown to have decreased sensory nerve perception and difficulty distinguishing and interpreting symptoms, such as shortness of breath [22] . Psychosocial and psychological factors, such as depression and anxiety and lack of support were associated with poor self-care among CHF patients [40] . Therefore, a multitude of factors must be considered upon examining the readmission rates among CHF patients and their knowledge deficits.
Theoretical framework
The chronic care model is a guide to improve chronic illness management and identifies six key components: 1) community resources and policies; 2) self-management support; 3) health care organization; 4) delivery system design; 5) decision support; and 6) clinical information systems. In order to improve chronic care, provider organizations require linkages to community-based resources and should have structured goals. Furthermore, providers must view chronic care as a priority and detach acute care from planned management of chronic diseases [41] .
Chronic heart failure management requires the use of combined systems within the healthcare realm as well as active patient participation. The chronic care model blends patient self-management (self-care) support with health system change to accomplish productive interactions between a proactive health care team and an engaged patient [42] . A multidisciplinary approach to self-care (self-management), along with close monitoring of clinical constraints may have beneficial effects on the outcome of patients with CHF [43] . By identifying knowledge deficits and contributing factors to suboptimal self-care, the chronic care model can be used as a guideline for ideal CHF education and management.
Purpose and aims
The purpose of this study was to examine the learning needs of hospitalized patients with CHF by identifying their current CHF self-care behaviors and knowledge levels in addition to identifying relationships between patient learning needs and select clinical variables (sociodemographic and health history data). The current study addressed the following clinical questions: 1) what are the self-care behaviors and knowledge levels among adult patients with CHF on an inpatient cardiac unit at an acute care hospital? and 2) what relationships exist between the patient's learning needs and select clinical variables (sociodemographic and health history data)?
Materials and methods

Design, setting, and sample
A descriptive cross-sectional design was used in this study. The use of three questionnaires were used to assess the learning needs of participants. Approval for this study was granted through the hospital research committee where the study was performed, as well as the University's Human Subjects Committee.
A convenience sample of 42 patients with a history of CHF were recruited. The study was carried out on a 40-bed adult cardiac unit in an acute care hospital located in Southwest Florida from January 2018 to March 2018. Patients were recruited by scanning the unit census and accessing each patient's medical record individually, searching for individuals with a history of CHF. Inclusion criteria were participants with a clinical diagnosis of CHF, displayed as "Heart Failure", "Chronic Heart Failure", "HF" or "CHF" documented in their medical record by a physician, nurse practitioner, or physician assistant. To avoid surveying patients with new onset CHF, or those being ruled out for the disease, the diagnosis would have to be documented in a record from a previous hospital visit. Additional inclusion criteria for this study included: 1) age 18 years or older and 2) able to read, write, and speak English. Individuals were excluded if they were currently enrolled in any kind of formal CHF program.
Measures
Sociodemographic and health history data were obtained using a 22-item questionnaire generated with influence from the Behavioral Risk Factor Surveillance System (BRFSS). The BRFSS is used by the Centers for Disease Control and Prevention to collect state data from residents in the United States regarding their health-related risk behaviors, chronic health conditions, and use of preventive services [44] . Multiple areas of interest were explored, such as income level, history of hospital admissions related to CHF, whether they lived alone or not, and the presence of comorbid disorders, among others.
The Self-Care Heart Failure Index. The SCHFI V 6.2 is a 22-item instrument comprised of three scales that measure theoretically derived components of CHF self-care: maintenance, management, and confidence [45] . The self-care maintenance scale assesses symptom monitoring and adherent behaviors implemented to prevent CHF exacerbation. The self-care management scale calculates the patients' ability to recognize symptoms as they occur, treatment interventions in response to symptoms, and treatment evaluation. The self-care confidence scale measures the patient's perceived capacity to engage in each phase of the self-care process [46] . Each scale utilizes a 4-point Likert scale in a self-report response format: 1 (never or rarely), 2 (sometimes), 3 (frequently), and 4 (always or daily). A specific scoring algorithm was utilized to produce a standardized score from 0 to 100; higher scores indicate better self-care. When the SCHFI V.6.2 update was published, Cronbach alpha was reported to be .55 for self-care maintenance, .60 for selfcare management, and .83 for self-care confidence [45] . In a recent study, the SCHFI v 6.2 was found to have evidence of construct validity, contrasting groups' validity, internal consistency, and test-retest reliability, which supported its continued use in research [46] . Japanese Heart Failure Knowledge Scale. The Japanese Heart Failure Knowledge Scale is a 15-item true or false survey that evaluates the knowledge of patients regarding CHF pathophysiology, symptoms, treatment, and self-care. This tool was chosen among numerous pre-existing CHF knowledge assessment tools due to its acceptable validity and reliability, demonstrated in a recent study, with Cronbach's alpha at 0.79 [47] . Scores for each item were summed to produce a range, from 0 to 15, and were calculated into a percentage out of 100. Higher scores denoted greater knowledge about CHF [48] .
Procedure
The principal investigator (PI) identified all eligible participants through an electronic chart review and approached patients in person during their inpatient stay. Potential participants were provided with a study information packet which included the following items: an explanation of the purpose of the study, informed consent, and questionnaires. The potential subjects were given the opportunity to ask questions at any time. If the potential participant agreed to participate in the study, an informed consent was obtained and questionnaires were completed. After participants completed the three questionnaires, the entire study packet was returned to the PI and kept in a locked and protected location. All study packets were collected after the questionnaires were completed and the participants were not allowed to keep them overnight. The duration of each data collection session ranged between 15 to 45 minutes. No identifiable data was recorded in the questionnaires and participation was voluntary. No data from this study was part of the patient's permanent medical record. Additionally, no incentive was provided to participants in this study.
Data analysis
The Statistical Package for the Social Sciences (SPSS) version 24.0 (IBM Inc., Armonk, NY, USA), was used for descriptive and statistical analysis. Descriptive statistics were used to summarize and describe the learning needs and sociodemographic data of the participants. Pearson product moment correlation coefficient was utilized to assess relationships between learning needs and sociodemographic and health history data. The level of significance was set at p < 0.05 for the statistical data.
Results
Demographics
There were 77 patients approached throughout the data collection time for participation in the study, which yielded a total of 42 patients that participated. The average age of participants was 70.83 (SD = 10.070) with a minimum age of 43 and a maximum age of 93 years. Most of the participants were male (57.1%), non-Hispanic (97.6%), White (76.2%), divorced (40.5%), with a high school degree or above (92.8%), retired (73.8%), and earned less than $50,000 a year (64.3%). Demographic results are presented in Table 1 . 
Other clinical variables of interest
Healthcare access. Most participants had some form of healthcare (81%), Medicare (69%). Additionally, most participants had more than one healthcare provider (81%), had seen a provider in the last 12 months for a routine check-up (88.1%), and experienced no delays in receiving medical care anytime within the past one year (71.4%). The most common reason for delayed medical care was lack of transportation (23.8%) and cost caused 26.2% of participants to delay medical care in the past 12 months. Table 2 reflects the results from the other clinical variables of interest which was healthcare access. Health history. The most common response regarding a rating of their general health was stated as only "fair" (57.1%) with the remainder of participants reporting it as "good" (42.8%). Most participants were told they had CHF for less than 5 years (59.5%) and many did not know how long they had the disease (26.2%). Less than half of the participants were hospitalized within the past 30 days for illness related to CHF, however, 64.3% of participants were hospitalized 1 time or more for CHF decompensation within the past year. The highest reported comorbidities were hypertension (95.2%) and hyperlipidemia (71.4%) with most participants reporting 3 or more comorbidities (88.1%). Additionally, more than half of the participants reported living alone (57.1%). The participants' health history characteristics are presented in Table 3 . 
Learning needs of patients with heart failure
Descriptive statistics such as percentages, means, and standard deviation were used to characterize the learning needs (self-care behaviors and knowledge level) of participants. Both self-care behaviors and knowledge level were scored on a scale from 0 to 100 (%). Each scale of self-care (maintenance, management, and confidence) were scored individually. A higher mean was indicative of increased competency of self-care management skill and knowledge level. Among the 3 self-care scales, participants performed the highest in self-care management (41.6%), second highest in self-care maintenance (38.6%), and lowest in self-care confidence (17.7%). The average score of CHF knowledge among the participants was 74.9%. An incidental finding that was obtained when screening individuals for participation in the study was the number who were unaware they had "Heart Failure, or "Chronic Heart Failure". Of the 42 participants surveyed, 14 individuals (33%) could not certainly say they had the diagnosis, even though it was documented in their medical history record. Several participants stated they "think" CHF was what they had, confirming they had "heart problems", but did not recognize the term "Heart Failure" or "Congestive Heart Failure" specifically. Often, after the words "swelling", or "shortness of breath" were spoken to describe their disease process during the pre-study interview, the patient could then confirm the diagnosis. The self-care measures of central tendency are displayed in Table 4 .
Specific questions from the SCHFI were examined regarding the self-care concepts of maintenance, management, and confidence. Regarding self-care maintenance, the largest response was participants sometimes asked for low salt items when eating out or visiting others. The category of self-care management that yielded the largest response was participants indicating they were not likely to reduce fluid intake, 79%. Lastly, self-care confidence yielded most responses as somewhat confident under the options of doing something that will relieve your symptoms and evaluating the importance of symptoms as 57% for both. A listing of the responses is presented in Table 5 . In addition, questions from the Japanese Heart Failure Knowledge Scale were analyzed individually and are displayed in Table 6 . The CHF knowledge level questions were true or false, therefore the percentage wrong can be easily inferred. 43% (n = 18) 2% (n = 1) 14% (n = 6) Do some physical activity 40% (n = 17) 50% (n = 21) 7% (n = 3) 2% (n = 1) Keep doctor or nurse appointments 0% (n = 0) 7% (n = 3) 48% (n = 20) 45% (n = 19) Eat a low salt diet 24% (n = 10) 55% (n = 23) 17% (n = 7) 5% (n = 2) Exercise for 30 minutes 79% (n = 33) 14% (n = 6) 5% (n = 2) 2% (n = 1) Forget to take one of your medicines 57% (n = 24) 43% (n = 18) 0% (n = 0) 0% (n = 0) Ask for low salt items when eating out or visiting others 36% (n = 15) 64% (n = 27) 0% (n = 0) 2% (n = 1)
Use a system (pill box, reminders) to help remember your medicines 14% (n = 6) 5% (n = 2) 24% (n = 10) 57% (n = 24) 
Relationship between Learning Needs and Clinical Characteristics
The mean scores of the learning needs (self-care behaviors and knowledge level) were taken and measured for associations with the participant's characteristics using Pearson's correlation. The three-specific variable of interests chosen to evaluate for associations with the learning needs were: 1) history of any CHF admissions within the past year; 2) whether the participant lives alone; and 3) the presence of three or more comorbidities.
There was a significant negative correlation between CHF knowledge scores (r = −0.358, p = 0.020) and CHF admissions within the past year. In this case, the lower the CHF knowledge score, the higher the number of CHF admissions. There were no significant correlations between self-care maintenance, management, or confidence and having any CHF admissions within the past year. % Correct Exchange of oxygen and carbon dioxide occurs in the heart 55% (n = 23) Heart Failure is a condition in which the heart is not able to pump blood through the body in sufficient amounts 95% (n = 40) Difficulty breathing and shortness of breath are symptoms of Heart Failure 100% (n = 42) One of the symptoms when the lungs become congested with fluid is shortness of breath 93% (n = 39) Some patients with severe Heart Failure become breathless when they lie flat and feel much better when they sit up 79% (n = 33) Short-term weight gain is one of the signs of worsening Heart Failure 55% (n = 23) Overwork and stress sometimes causes Heart Failure to get worse 86% (n = 36) Sodium causes water retention 100% (n = 42) Diuretics remove fluids from the body 88% (n = 37) Heart Failure patients are discouraged from taking medications without food 52% (n = 22) Heart Failure patients had better drink more water than healthy people 36% (n = 15) Heart Failure patients had better take a high-salt diet 100% (n = 42) Smoking is good for patients with Heart Failure because it promotes the circulation of blood Heart Failure patients better take a hot bath to promote blood circulation 88% (n = 37)
As seen in Table 7 , there were significant positive associations between self-care maintenance (r = 0.525, p< 0.05), management (r = 0.435, p < 0.05), confidence (r = 0.366, p < 0.05), knowledge level (r = 0.752, p < 0.05), and not living alone. Thus, not living alone, i.e. living with a spouse or family member (family support) was associated with increased scores of self-care behaviors (maintenance, management, and confidence), and CHF knowledge.
Having three or more comorbidities present revealed significant positive correlations (p < 0.05) with self-care scores (maintenance [r = 0.391], management [r = 0.438], and confidence r = 0.504]). There was a non-significant relationship with CHF knowledge (p > 0.05, r = 0.277). These results indicated that the presence of three of comorbidities was associated with lower self-care scores. 
Discussion
This study sought to examine the present learning needs of hospitalized adult patients with CHF. Findings revealed poor self-care behaviors in all three areas (maintenance, management, and confidence) as evidenced by low self-care means. It is interesting to note that the higher level of elderly participants who were also retired resulted in a higher number which had some type of health insurance (81%). This implies that poor self-care is probably not related to the lack of health insurance among participants in this study. All participants (100%) reported they were knowledgeable regarding shortness of breath or difficulty breathing as an indication of worsening CHF. This finding contrasts with studies that reported older adults (age 73 or older) had more difficulty distinguishing and interpreting symptoms such as shortness of breath [22] . Furthermore, in two literature reviews results indicated newly diagnosed and experienced CHF patients had difficulty recognizing symptoms [38] and there was knowledge of CHF symptoms, but it was not at an adequate level [49] . The mean score of CHF knowledge among participants was significantly higher than the mean scores of self-care behaviors, but had room for improvement. These findings indicate that patient's may understand their disease process but have difficulty implementing their knowledge into self-care. This supports previous literature which indicated that patients with CHF expressed difficulty with translating knowledge into understanding how to engage in self-care activities and behaviors [50] . The incidental finding regarding a lack of awareness for their CHF diagnosis was supported by studies in which participants had minimal knowledge and were unaware they were diagnosed with CHF [37, 49] . Findings suggested the need for increased teaching when defining the disease process and differentiating it from other heart-related problems such as heart attack or arrhythmia. Additionally, the chronic care model's components of self-management, health care organization, delivery system design, decision support, and clinical information system aligned with the study's aim. As previously mentioned the aim was to examine self-care knowledge and behaviors among hospitalized CHF patients and the relationships among the patient's learning needs and various sociodemographic and health history data. Evaluation and promotion of self-care skills is crucial in executing a successful management system for CHF patients [51] .
Learning needs
Although a portion of self-care behavior scores were less than ideal, the findings align with previous studies wherein self-care scores in the areas of medication adherence, exercise, weight, diet (sodium restriction), and symptom recognition were less than satisfactory [38, 49] . Daily weights are an essential element in the self-care of CHF which had a low adherence among participants. Among CHF patients, literature has indicated a lack of understanding for obtaining daily weights and non-adherence for obtaining daily weights and recording the weights as recommend by CHF guidelines [21, 49, 52] . However, another factor for not implementing daily weights could be their inability to afford a weight scale. On another note, there were several areas of self-care and knowledge wherein participants reported proficiencies. The study indicated that most participants kept their doctor's appointments, used a pill box or medication reminder, called their healthcare provider to report swelling or shortness of breath, followed advice for treatment, and never forgot to take their medication. These findings are comparable to conclusions in a systematic review which revealed CHF patients reported greatest adherence to keeping follow up appointments and taking medication as prescribed [38] .
Medication compliance. Medication nonadherence in CHF is usually related to an increased risk of clinical effects like mortality and hospitalization [22] . The results of this study suggested that patients adhered to medication regimens. Consistent with previous literature, adherence was also reported with medications [8] . The ability to identify medication dosage, frequency, reason for taking the medications, reading labels, opening bottles, and distinguishing between their pills are useful in the self-management of medications in the elderly populations [53] .
Fluid intake. The results from the participant's knowledge of fluid intake indicated a lack of awareness regarding the importance of fluid restriction in the management of their disease. More than half of the participants in the current study reported CHF patients should drink as much water as individuals without CHF and only 9% were likely or very likely to decrease their fluid intake if they experienced shortness of breath or swelling. Similar results from a previous study, indicated 39% of CHF patients discharged from the hospital had premature clinical decompensation due to failure to restrict fluid [54] . Likewise, a study pertaining to the role of education among CHF patients revealed that one third of patients believed they should drink large volumes of fluids [49] .
Physical activity. Previous studies suggested that most CHF patients had more difficulty adhering to exercise than compared to other areas of self-care [8] . In congruence with previous literature, only 9% of participants in this study reported doing some sort of physical exercise either frequently or daily and 57% of participants believed they should not perform exercise regardless of the severity of their CHF. These findings suggested that many patients may not recognize the importance of physical activity. Nonadherence to exercise was found to be associated with increased risk of CHF readmission and mortality. In fact, according to the AHA and ACC, exercise is a beneficial adjunct to treatment for patients with current or prior symptoms of CHF [22, 45] .
Self-care confidence. Of the three scales, self-care confidence was the least proficient area of selfcare among participants wherein 85% were only somewhat confident, or not confident at all that they could keep themselves free from CHF symptoms. Self-care confidence, in managing CHF, may be impacted by factors associated with older age, being male, marital status, comorbidities, and education to name a few [55, 56] . Descriptive factors in the current study which indicated many of the participants as male, divorced, 70 years of age, only a high school diploma, and several comorbidities mirrored the results of factors related to low self-care confidence scores among individuals with CHF [56] [57] [58] . However, in previous studies, the self-care confidence mean was above 60%, suggesting moderate selfefficacy for engaging in CHF self-care behaviors [9, 24] . The contrast in results indicated the need for continued examination of factors which influence self-care confidence for engaging in CHF self-care behaviors. Furthermore, it has been shown that patients who have higher self-care confidence scores not only perceive their health as better, but also have a better quality of life [59] .
Relationship among heart failure admissions, living alone, and comorbidities
CHF admissions. Less than half of participants in this study were readmitted to the hospital for CHF within the past 30 days, however, 57.1% reported being hospitalized due to CHF one or more times within the past year. The results of this study suggested that the less the patient knows about their disease (lower knowledge level), the higher the frequency of CHF hospital admissions. This is consistent with previous literature which found that patients with a history of multiple CHF exacerbations accompanied by frequent hospital visits had lower knowledge levels and often delayed seeking appropriate medical care [31] . Knowledge is a minimum requirement for the behavior changes and self-care strategies needed to avoid frequent hospitalizations and high mortality [60] .
Living alone. Many patients with CHF live alone and are incapable of accessing established social services [45] . This study revealed a significantly positive correlation between lower self-care and knowledge level scores and not living alone. This correlation indicates that living without a social support system or caregiver would produce lower self-care and knowledge level scores, resulting in sub-optimal disease management. These findings are consistent with previous research that indicated poor self-care has been associated with inadequate family support and supportive environments can provide better adherence to treatment [40] . Caregivers are a vital contribution to the patient's self-care and many patients with CHF depend on the support of their families or social network [61] .
Presence of comorbidities. Among the population sampled, there appears to be a correlation between poor self-care scores and the presence of comorbidities. This indicated that an increased number of comorbidities made it more difficult for patients to perform efficient self-care. Literature indicated the presence of significant relationships between comorbid conditions and self-care [20, 62] . Additionally, individuals with better-perceived health reported having less comorbidities [59] . Confusion about numerous comorbid conditions and difficulty interpreting healthcare providers' instructions for multiple diseases creates barriers to efficient self-care decision making [45] . This highlights the necessity for identifying the learning needs and knowledge levels of individuals with CHF as well as those with comorbidities.
Limitations
Despite the relevance of the current study in the field of CHF, there were some limitations to be addressed. This study included a small sample size, which restricted the ability to generalize the results to the larger population. It is important to note that all information was self-reported with the exclusion of verifying a CHF diagnosis in the medical record. Therefore, an accurate rate of hospital readmissions and health care access data among others may be under or over reported. The study did not test for literacy or level of cognition which could skew perception and produce inaccurate reporting. Otherwise eligible patients who could not speak, read or write English were not included. There was a relatively high refusal rate (45%) affected by several possible factors such as patients with limited concentration (elderly), altered mental status, high acuity, or general disinterest in the study. Additionally, it is probable that some patients gave imprecise answers due to lack of recall or mild cognitive impairment.
Implications for practice
In order to achieve positive health outcomes among patients with debilitating, chronic diseases such as CHF, it is crucial to first identify the population's learning needs. This study provided important findings on the knowledge deficits among patients with CHF as well as the need for increased education, with an emphasis on improving self-care. Furthermore, the presence of low self-confidence was shown to negatively impact the self-care behaviors among individuals with CHF [9, 24] . It is imperative to consider the role and factors (age, gender, marital status, education, and comorbidities) which influence self-confidence in the health care provider's effort to reduce the readmission rates among patients with CHF. Therefore, more time devoted to the psychosocial and psychological aspects when providing education on CHF maybe warranted by health care providers. The results of this study will be used to provide insight to staff members of the hospital regarding the learning needs of patients with CHF. Participating staff members will include registered nurses, nursing managers, nursing administration and physicians. Evidence-based recommendations on future management and education of CHF will be provided.
Specific areas of self-care that would benefit from improved CHF teaching are sodium intake, physical activity, fluid restriction, monitoring daily weights, symptom recognition, and symptom management. Effective education about self-care focuses on providing patients with the skills they need for successful management of their disease, not simply the knowledge [22] . Furthermore, identifying factors associated with CHF self-care and knowledge levels could be of high practical relevance for health-care providers. This stage of identifying factors serves as the first step in determining what patient characteristics need to be targeted in patient teaching [62] .
Conclusion
The findings of this project recognize the crucial need for improved disease management among patients with CHF. Although the population demonstrated adequate knowledge of their disease process in some key areas, poor self-care behaviors were identified among most individuals and it was evident that a significant knowledge deficit was present.
Improving self-care behaviors can be obtained through effective screening and by initiating an active engagement between health care teams and the patient. Achieving positive health outcomes among CHF patients is attainable with the use of care models that foster a multidisciplinary approach. The use of CHF care models and disease management programs have been shown to improve selfcare capabilities and improve knowledge.
